HOW DID THE SERVICE WORK?
Clients contacting the service could choose a video or telephone consultation with a sexual health nurse, then receive a mailed sexually transmitted infection (STI) home-testing kit. Clients posted their sample swabs to the laboratory and telephoned MSHC for their results. Those individuals testing positive for chlamydia were contacted by a dedicated nurse to arrange free treatment.
The service was extensively advertised and high usage was expected. However, during the year-long pilot, there were only 28 clients (aged 14-25 years), none of whom had a video consultation.
Evaluation of clients' views by questionnaire (n=18) and interview (n=4) found that they reported being satisfied and that most viewed the service as better than an in-person consultation. 4 Primary reasons reported for not having a video consultation were not owning a webcam, finding video too confronting, and the convenience and familiarly of the telephone. Given the high expectations of the service and client satisfaction, the low usage was puzzling. It was decided to interview key informants with the objective of contributing to the evidence base on establishing optimum rural sexual health services.
WHAT DID THE KEY INFORMANT INTERVIEWS TELL US?
Eight people designed and implemented the service; all agreed to be interviewed. These key informants were two nurses, two clinicians, two rural health experts, one epidemiologist and one senior policy officer. Informants were asked for their explanations for the limited uptake of the service and why no-one chose a video consultation. Transcripts were analysed using iterative hermeneutic techniques. 5 WHAT WERE THE PERCEIVED BARRIERS TO IMPLEMENTING AN EFFECTIVE SERVICE? All eight informants expressed surprise about the low client uptake for a service they thought would succeed based on their clinical experience. Informants nominated four contributing barriers as follows.
▪ Lack of consultation with rural youth. With hindsight, informants thought that the target audience could have provided valuable insights into the service's design and promotion. Two said the omission was simply a mistake, but another argued that discussions with rural youth were "really beyond the scope and funding of this project". This informant and one other acknowledged the urgency imposed by 1-year funding, which impelled early implementation, without background research, to enable reportable results in 12 months. This perceived pressure to produce results, they argued, inhibited proper planning and prevented the project from being more sustainable in the long term. ▪ Obstacles to effective promotion. Informants thought that school nurses were restricted by the Department of Education in promoting the piloted sexual health service to students, which may have limited the number of young people who were aware of the service. ▪ Underestimation of personal risk.Informants suggested that many young people do not consider themselves to be at risk for an STI and would not seek testing even if they knew about the service. ▪ Low acceptability of video consultations.On reflection, informants noted that clients may have had security concerns about the potential for the consultation to be hacked, or whether the person on the other side of the screen was actually a doctor. Five informants said that clients might perceive video consultations as unnecessary. Informants also wondered whether potential clients may have read the words 'sexual health consultation' and 'webcam' in advertisements for the service and assumed that a genital examination by video camera was required, even though the website stated that there would be no online genital examination. Finally, informants suggested that the technology was before its time, and if videoconferencing were used more frequently for social and health care interactions then people might be "more accepting" of video consultations for sexual health.
WHAT WAS THE EFFECT OF RELYING ON CLINICAL EXPERIENCE?
In addition to informants' explanations, a further reason became evident to us when analysing the transcripts: reliance on clinicians' authority and experience in designing the service, rather than recourse to evidence-based practice. The evidence-based medicine (EBM) movement challenges clinical authority and relies on formal scientific knowledge for clinical decision-making, not on opinions clinicians derive from their experience. 6 In this investigation of the pilot, it was evident that the clinicians' expert opinions were highly valued and accepted as sufficient for designing and promoting the service. Informants were passionate in their desire to improve sexual health, thought they knew what type of service young people needed, and believed that their approach would succeed. Their confidence was based, in part, on the successful services the informants had already implemented; this constitutes persuasive experience and is a fine demonstration of a moment when experience fails us. One informant said: "The big lesson I've learned is that, despite thinking you're right, you're often not. With this project we needed more advice from what young people thought to have got it right". Basing the service on clinicians' experience and opinions, rather than appropriate evidence, is a potential contributor to the limited success of the service.
Like the EBM movement, the movement to involve potential clients in health care design challenges clinicians' authority; it claims that clients contribute essential insights to service design. 7 This is paradoxical, in the light of EBM, because it validates clients' experience while rejecting clinicians' experience. Although discussions with target populations have been described in the literature as improving the quality of health services, systematic reviews find limited supporting evidence, partly because there are few systematic evaluations. 8 9 Lack of evidence does not necessarily mean that there is no effect. 8 Discussions with rural youth or other preliminary investigations may or may not have improved the service and increased usage.
WHAT CAN BE LEARNED FROM THIS PILOT STUDY?
Key informants speculated on four barriers to implementing a telemedicine service: failure to involve the target audience in designing the service, obstacles to effective promotion, young people's underestimation of personal risk, and the apparently low acceptability of video consultations. Experience with this service reveals that we are only starting to understand how, when and under what circumstances people are willing to consult their doctor online for sexual health.
Despite accepting evidence-based practice, clinicians may, with the best of intentions, rely inappropriately on their experience to design and implement an innovative service. This failure to practise EBM may have inadvertently produced a poor outcome. The limited success of the service highlights the importance of seeking evidence, possibly including consultation with potential clients, when designing and promoting new services. It is hoped that the lessons learned from the limited success of this service may be useful to others planning similar health services and prompt further research to provide adequate evidence with which to develop effective services in the future.
